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learning 

It  is  my  pleasure  to  introduce  this  publication,  which  identifies  and  presents  selected 
highlights  of  key  learnings  from  the  27  studies  undertaken  by  the  Alberta  Primary 
Health  Care  Project. These  projects  were  supported  through  the  federal  government’s 
Health  Transition  Fund. 

The  Health  Transition  Fund  was  created  in  1997  to  support  and  encourage 
evidence-based  decision-making  in  health  care  reform,  primarily  by  funding  pilot 
and  evaluation  projects  to  test  new  approaches  to  health  care  delivery.  Alberta  Health 
and  Wellness  chose  to  devote  its  per  capita  allocation  of  approximately  $1  1.2  million  to 
primary  health  care  initiatives. The  27  individual  projects  explore  a range  of  approaches 
to  the  delivery  of  primary  health  care  services,  and  include  a diverse  range  of  settings, 
stakeholders,  and  target  populations. 

It  has  been  a pleasure  to  work  with  Alberta  Health  and  Wellness  on  this  initiative 
over  the  past  two  years,  and  I look  forward  to  participating  in  the  Advancing  Primary 
Health  Care  in  Alberta  conference. This  event  is  one  of  many  activities  which  will 
ensure  that  the  key  learning  of  the  projects  is  brought  to  the  attention  of  those 
best  able  to  make  use  of  it.  In  addition,  the  Health  Transition  Fund  Secretariat  is 
undertaking  a national  initiative  to  synthesize  and  disseminate  the  results  of  these 
and  the  140  other  HTF  projects. 

I congratulate  the  project  investigators  on  their  hard  work  over  the  past  two  years, 
and  am  confident  that  their  efforts  will  prove  valuable  to  those  interested  in  health 
care  reform. 


Nancy  Swainson 
Acting  Executive  Director 
Health  Transition  Fund 
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Alberta’s  umbrella  Primary  Health  Care  Project  was  highly  successful.  Many  people 
within  regional  health  authorities  have  had  an  opportunity  to  develop,  implement, 
and  evaluate  innovative  approaches  to  improve  the  current  health  system.  Learning  has 
revealed  new  ways  to  improve  access  to  existing  services.  New  models  have  been 
piloted  to  improve  quality  of  care.  A great  deal  of  evidence  has  been  gathered  to 
support  how  health  professionals  can  work  together  more  effectively  to  provide 
increased  continuity  of  care  and  reduce  duplication  of  service.  Project  activity  points 
toward  the  potential  for  increased  efficiency  and  reduced  cost  - significant  impacts  on 
Alberta’s  health  system. 

The  Alberta  Primary  Health  Care  Project  has  demonstrated  that: 

• Continuity  in  care  can  be  achieved  by  creating  an  integrated  system  of  service  delivery 

• Integration  is  supported  through  collaborative  planning  processes  that  include  health 
professionals,  inter-agency  and  cross-sectoral  partnerships,  and  consultation  with 
stakeholder  groups 

• Physicians  can  play  a key  leadership  role  in  catalyzing  the  participation  of  other  health 
providers 

• Trust  and  relationships  are  central  to  team  building  among  various  provider  groups 

The  following  section  of  this  booklet  provides  project  by  project,  a brief  description 
of  the  purpose  of  each  project,  “what  we  saw”  and  “what  we  learned,”  based  on 
selected  highlights  of  the  independent  Final  Evaluation  Report. 
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4 8th  and  8th  Health  Centre  Evaluation  Project 

5 Airdrie  Regional  Health  Centre  Evaluation  Project 

6 C.O.P.E. -A  School  Based  Primary  Care  Initiative 

7 CUPS:  Integrating  the  Services  of  the  Nurse  Practitioner  in  the  Inner  City  Project 

8 Elnora  Primary  Health  Care  Project 

9 Enhancing  Primary  Care  of  Palliative  Cancer  Patients  Project 

1 0 Evaluation  of  a Primary  Health  Care  Clinic  According  to  the  Primary  Health  Care  Parameters 
of  First  Contact,  Longitudinality,  Comprehensiveness  and  Coordination 

I I Health  For  All  Project  - Metis  Settlement  Project 
I 2 Evaluation  of  the  Healthy  Okotoks  Project 

I 3 Lakeland  Integrated  Community-Based  Palliative  Care  PHC  Project 
1 4 Primary  Health  Care  Collectives  Project 

I 5 Evaluation  of  Usefulness  of  Telehealth  in  Providing  PHC  Services  in  Remote  Communities 

1 6 Evaluation  of  Urban  Patients’  Choice  of  an  Emergency  Department  as  Their  First  Contact 
with  PHC  Services 

17  Evaluation  of  the  Edmonton  Centre  for  Survivors  of  Torture  and  Trauma  (ECSTT) 

1 8 Healthy  Families  Project  - Capital  Health  Region 

1 9 Healthy  Families  Project  - WestView 

20  Keeweetinok  Lakes  Regional  Health  Authority  Immunization  Project 

2 1 Misericordia  Health-Lifestyle  Improvement  Education  Centre 

22  Northeast  Community  Health  Centre 

23  A Program  Evaluation  of  Diabetes  Centres  in  the  Capital  Health  Region 

24  Rural  Primary  Health  Care  System  Pilot  Project 

25  Shared  Mental  Health  Care  in  Primary  Care  Practice  Project 

26  Repositioning  of  Services  Project 

27  Primary  Health  Services  Initiative 

28  Evaluation  of  the  Alexandra  Community  Health  Centre 

29  Strengthening  Multi-disciplinary  Primary  Health  Care  Team  Coordination  of  Chronic  Disease 
Prevention  and  Management  Project 

30  Brooks  Cares  Project 

3 I Pilot/Evaluation  Projects  - Contacts 


DR. TOM  SZASO 

MEDICAL  DIRECTOR  OF  THE  8TH  AND  8TH  HEALTH  CENTRE 


8TH  AND  8TH  HEALTH  CENTRE  EVALUATION  PROJECT 


Calgary  Regional  Health  Authority 


Tom:  “In  our  complex  system,  the  patient  has  to 
be  the  new  health  care  professional.  We  traditional 
professionals  should  help  guide  the  patient  through 
the  system  ” 


How  can  a busy  urban  health  centre  serve  its  clients  better?  Is  there  a need  for  similar  centres?  The  answers 
to  these  two  questions  can  be  found  in  the  results  of  the  8th  and  8th  Health  Centre  Evaluation  Project. 


Established  in  1997,  the  8th  and  8th  Health  Centre  is  located  in  Calgary’s  busy  downtown  core,  offering  24  hour 
urgent  medical  care,  mental  health  and  public  health  services,  and  home  care. The  Centre  also  acts  as  community 
liaison,  providing  access  to  support  services  such  as  laboratory,  radiology,  transportation  and  data  systems. 


A formative  evaluation  of  the  8th  and  8th  Health  Centre  was  conducted  to  review  its  operations,  to  determine 
who  was  being  seen  by  the  Health  Centre,  and  to  learn  why  they  chose  this  facility  over  others. 


What  We  Saw 

Although  in  the  heart  of  downtown  Calgary, 
the  Centre  met  considerable  demand  for  service 
from  clients  living  and  working  outside  the 
downtown  core.  The  number  of  seniors  accessing 
the  Centre  was  lower  than  expected,  considering 
the  proportion  of  seniors  living  in  the  downtown 
area.  The  number  of  recent  immigrants  accessing 
the  Centre  was  also  lower  than  anticipated. 

Between  8 a.m.  and  3 p.m.  physicians  saw  patients 
who  had  family  physicians  as  well  as  those  who  did 
not.  After  6 p.m.,  however,  a higher  number  of 
patients  with  family  physicians  accessed  the  Centre. 

Location,  convenience,  and  referral  were  the  main 
reasons  patients  visited  the  Centre.  Patients  reported 
to  be  satisfied  with  services,  wait  times,  staff  and 
the  Centre  overall.  The  lack  of  a family  physician 
was  also  a possible  factor  for  patients  accessing 
the  Centre. 


What  We  Learned 

• Study  findings  suggest  that,  for  a significant 
number  of  mental  health  clients  who 
accessed  mental  health  services  at  the  Centre, 
hospitalization  was  averted.  With  support,  it  is 
possible  that  these  clients  could  be  served  in 
the  community. 

• Results  of  the  pilot  project  suggest  that  primary 
health  care  concepts  such  as  integrated  service 
delivery  are  not  easily  accomplished  by  combining 
staff  from  different  programs  and  disciplines 

in  one  location.  Barriers  included: 

- different  reporting  structures 

- program  mandates/geographical  catchment  areas 

- physician  reimbursement  mechanisms 
(alternative  payment  mechanisms  rather  than 
fee-for-service) 

- lack  of  clear  regional  directions  for  primary 
health  care 

- limitations  of  existing  information  systems  to  track 
the  extent  to  which  integration  of  services  occurs 

• After  comparing  three  time  periods  for  cost- 
effectiveness,  results  indicated  that  the  night  shift 
was  the  most  cost-effective. 

• When  urgent  care  is  incorporated  into  a health 
centre  model,  there  tends  to  be  a focus  on 
episodic  care.  Under  these  circumstances,  it  can 
be  difficult  for  physicians  to  establish  long-term 
relationships  with  patients.  Continuity  of  care 
may  be  compromised. 
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MANAGER  OF  THE  AIRDRIE  REGIONAL  HEALTH  CENTRE, 

JAN  STEVENS  (FAR  LEFT)  STANDS  BESIDE  PART  OF  HER  TEAM: 
PUBLIC  HEALTH  NURSE, WENDY  TIMERMANS;  SPEECH  LANGUAGE 
PATHOLOGIST.TERESA  CHAPMAN:  AND  THE  AREA  MANAGER 
FOR  HOME  CARE,  PEGGY  RICHES 


AIRDRIE  REGIONAL  HEALTH  CENTRE 
EVALUATION  PROJECT 


Calgary  Regional  Health  Authority 


Jans  “One  of  the  biggest  changes  is  we  now  have 
one  stop  shopping  for  clients.  That  has  created  ease 
of  reference  between  departments  and  agencies.” 


Conceptualizing  a comprehensive  multi-use 
health  centre  is  an  innovative  step  towards  delivering 
holistic,  primary  health  care  services.  Developing  such 
a centre  in  a publicly  funded  regional  system,  proved 
to  be  a challenge. 

The  Airdrie  Regional  Health  Centre  (ARHC)  is 
a multi-use  community  health  centre  that  opened  in 
November  1998.  A collaboration  between  the  Calgary 
Regional  Health  Authority  (CRHA),  Rocky  View 
Municipal  District  No.  44,  and  the  City  of  Airdrie, 
the  Centre  offers  CRHA  services  including  health 
promotion,  education,  counseling,  disease/illness 
prevention,  home  care,  speech/language  assessment 
and  treatment,  and  hearing  assessment. 

This  evaluation  project  monitored  the  planning 
and  implementation  process  and  the  first  year  of 
operation  of  the  Centre. The  aim  of  the  project  was 
to  use  the  ARHC  as  a model  of  delivery  of  health 
services  in  small  urban  settings. 


What  We  Saw 

It  became  evident  that  public  funding  would  not 
support  a comprehensive  multi-use  health  centre. 
This  altered  the  planning  process,  shifting  it  from 
a holistic  primary  health  care  approach  to  one  that 
focused  solely  on  planning  a physical  facility  with 
community  agencies  as  tenants. 

Although  not  the  initial  goal  of  the  project, 
co-location  had  its  benefits,  including  increased 
access  to  services,  more  visibility,  and  a broader 
clientele.  As  well,  the  AHRC  saw  increased 
communication  and  collaboration  amongst  staff 
of  separate  services,  reduced  duplication  of  effort, 
and  simplified  referral  processes  among  programs 


housed  at  the  Centre.  Separate  management 
structures,  catchment  areas,  and  information  systems 
were  barriers  to  integrated  service  delivery. 

What  We  Learned 

• Using  a health  centre  approach  within  a 
regionalized  system  may  be  a more  difficult 
approach  to  implementing  primary  health  care 
than  creating  a stand  alone  entity.  Possible  reasons 
for  this  include: 

- need  for  a common  vision  among  competing 
interests/perspectives 

- perceived  lack  of  priority 

- historical  organizational  structures  along  functional 
program  or  discipline  lines  are  not  consistent 
with  the  primary  health  care/community 

health  approach  to  population  or 
community-based  planning 

- risk  aversion  to  community  involvement/accountability 

• The  public  has  a strong  expectation  and  demand 
for  access  to  medical  services  within  health  centres 
such  as  the  ARHC.  Terms  such  as  “health  centre” 
are  understood  by  the  public  to  include  certain 
medical  and  support  services.  Mechanisms  are 
needed  to  enhance  public  awareness  of  existing 
services,  and  to  develop  better  partnerships  with 
existing  local  family  physicians. 

• Different  population  catchment  areas  create  a 
significant  barrier  to  integration.  This  barrier, 
in  turn,  creates  difficulty  in  defining  a common 
target  population  and  client  database. 

• It  may  be  important  to  create  primary  health  care 
leadership  positions  in  order  to  move  primary 
health  care  forward  at  regional  levels. 
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C.O.P.E. -A  SCHOOL  BASED  PRIMARY  CARE  INITIATIVE 


Calgary  Board  of  Education,  Calgary  Regional  Health  Authority 


DR.  MARGARET  CLARKE,  C.O.P.E.  PROJECT  LEADER  (RIGHT) 
WITH  9-YEAR-OLD  STUDENT,  GARETH 


Margaret:  “The  beauty  of  it  is  its  so  simple. 
It’s  just  doctors  and  educators  working  together. 
'This  project  has  been  one  of  the  high  points  in 
my  life,  both  as  a person  and  as  a physician.” 


What  We  Saw 

Even  though  the  project  found  that  C.O.P.E. 
cases  were  more  severe  than  the  national  sample 
of  children  of  comparable  age,  the  project  provided 
earlier,  more  accurate,  and  more  comprehensive 
diagnosis  of  children’s  emotional/behavioural 
and  learning  difficulties.  However,  there  was  no 
“next  level”  of  care  for  those  cases  requiring 
follow-up  and/or  urgent  care. 


Study  group  parents  were  better  able  to  identify 
emotional  and  behavioural  problems  in  their 
children,  and  were  more  knowledgeable  about 
resources  available  to  them.  Parents  felt  that 
C.O.P.E.  had  a noticeable  positive  impact  on 
their  children. 


As  well,  C.O.P.E.  helped  promote  enhanced 
communication  between  all  groups  involved 
in  the  project,  including  parents,  teachers, 
administrators,  learning  specialists,  and  medical 
intervention  teams.  Physicians  also  reported 
changed  practice  patterns  and  increased 
understanding  of  school  culture. 


Can  implementing  primary  health  care  at  the  school 
level  help  children  with  mental  health  problems? 
C.O.P.E. -A  School  Based  Primary  Care  Initiative 
was  a research  project  that  aimed  to  find  that  out. 


The  Community  Outreach  in  Pediatrics/Psychiatry 
and  Education  (C.O.P.E.)  Program  began  in  September 
1997.  Since  then,  C.O.P.E.  has  provided  pediatric  and 
child  psychiatric  outreach  services  to  under-served, 
disadvantaged  children  in  public  schools  in  Calgary’s 
high  risk  communities. 


This  project  aimed  to  investigate  a number  of  factors 

through  school  based  intervention,  including: 

• earlier  and  more  accurate  identification  and 
diagnosis  of  children’s  mental  health  problems 

• the  influence  of  building  cooperative  relationships 
between  medical  and  school-based  personnel 

• the  extent  to  which  families  were  more 
knowledgeable  about  their  children’s  mental 
health  problems 

• the  extent  to  which  the  C.O.P.E.  participants 
followed  through  on  recommended  interventions 


What  We  Learned 

• Collaborative  consultation  processes  involving 
school-based  professionals  and  medical  teams 
result  in  enhanced  patient  access  to  services. 
C.O.P.E.  can  serve  as  a training  site  for 
physicians,  psychiatry  residents,  teachers 

and  family  liaisons. 

• The  fee-for-service  funding  structure  for 
physicians  does  not  support  their  involvement 
in  collaborative  primary  health  care  programs. 
Differential  payment  for  different  providers, 
psychiatrists  versus  pediatricians,  for  example, 
does  not  support  their  involvement  either. 

• To  fully  realize  the  benefits  of  community-based 
primary  health  care,  it  is  important  for  there 

to  be  information  sharing  between  groups 
of  health  care  providers,  and  between  sectors 
(e.g.,  health  and  education). 
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CHRIS  WOOD  (RIGHT),  NURSE  PRACTITIONER  AT  CUPS  STANDING 
WITH  PHILIP  (LEFT),  A CRACK  COCAINE  ADDICT  WHO  HAS  COME 
TO  CUPS  DAILY  FOR  THE  PAST  FEW  YEARS 


CUPS:  INTEGRATING  THE  SERVICES 
OF  THE  NURSE  PRACTITIONER 
IN  THE  INNER  CITY  PROJECT 


CUPS  Community  Health  Centre 


Chris:  “CUPS  is  about  building  trust  through 
donuts  and  foot  powder.  Our  people  have  so  many 
issues , 1 think  being  able  to  connect  with  them  on 
a human  level  and  provide  them  with  the  respect 
that  they  deserve  is  what  I enjoy  the  most.  ” 

Philip:  ‘ f This  is  the  only  place  where  I can  get 
afresh  sandwich  and  kind  treatment.” 


Limited  resources  means  that  meeting  the  unique  needs  of  under-served  inner-city  residents  can  be  a challenge. 
The  Calgary  Urban  Project  Society  (CUPS)  evaluation  project  aimed  to  find  possible  remedies  for  this  situation. 

CUPS  Community  Health  Centre  is  located  in  downtown  Calgary. The  centre’s  clientele  is  primarily  lower  income 
inner  city  residents,  homeless  and  marginalized  people. 

The  CUPS  project  involved  integrating  a Nurse  Practitioner  into  the  primary  health  care  model  developed  at  CUPS. 
Its  intent  was  to  deliver  a favourable  quality  of  care  in  the  existing  conditions. The  project  aimed  to  match  clients’ 
needs  with  appropriate  providers  and  improve  their  access  to  care.  It  also  sought  to  reduce  waiting  time,  and 
influence  patients’  satisfaction  and  perceived  health  status. 


What  We  Saw 

Staff  at  the  Centre  believed  that  the  integration 
of  the  Nurse  Practitioner  into  the  primary  health 
care  team  significantly  improved  clients’  access  to 
health  care.  Although  the  number  of  clients  seen 
over  the  two-year  project  remained  relatively  stable, 
the  turn-away  rate  was  reduced  by  40  per  cent. 
Concerns  related  to  access  centred  on  continuity 
of  care.  Clients  noted  that  they  were  not  able  to 
consistently  see  the  same  physician  and  the  doctors 
at  the  Centre  agreed. 

Clinical  practice  guidelines  were  developed  for 
ten  common  conditions,  helping  to  promote 
quality  health  care.  The  guidelines  also  helped 
to  facilitate  the  Nurse  Practitioner’s  role,  and 
encourage  discussion  about  role  clarification. 
However,  physicians  were  not  always  clear  on  the 
role  of  the  Nurse  Practitioner,  and  the  roles  of  both 
nurses  and  the  Nurse  Practitioner  became  blurred 
over  the  course  of  the  project. 

There  was  increased  opportunity  for  case 
conferencing  between  the  Nurse  Practitioner 
and  physician,  and  between  the  Nurse  Practitioner 
and  other  health  care  providers. 


What  We  Learned 

• Nurse  Practitioners  can  reduce  the  number  of 
referrals  from  a primary  health  care  centre  and 
increase  outreach  to  other  settings  and  services. 

• Joint  development  of  clinical  practice 
guidelines  increases  understanding  of  roles. 

The  guidelines  can  serve  as  a foundation  for 
quality  improvement  processes. 

• The  CUPS  project  supports  the  transfer 

of  Nurse  Practitioners’  extended  practice  skills 
from  isolated  northern  settings  to  urban  settings. 

• Conventional  health  status  measures  are 
inappropriate  for  homeless  and  marginalized 
people. 

• Nurse  Practitioners  can  create  cost  savings  to  the 
health  system,  particularly  when  monitoring 
chronic  or  complex  cases  between  physician  visits. 

• Government  approval  is  necessary  to  continue 
the  role  of  the  Nurse  Practitioner  and  to  address 
remuneration  issues  (e.g.,  currently  specialists 
are  not  paid  for  Nurse  Practitioner  referrals). 
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ELNORA  PRIMARY  HEALTH  CARE  PROJECT 


David  Thompson  Health  Authority 


Primary  Health  Care  Team  Member:  Physicians  are  able  to  spend  more  time  with  needier  patients. 
Service  has  been  able  to  change  from  band-aid  to  more  comprehensive,  individualized  care  that  has  made 
a big  difference  in  the  lives  of  patients.  ” 


Can  community  development  principles  be  integrated 
with  primary  health  care?  The  Elnora  Demonstration 
and  Evaluation  Project  discovered  that  such  a project 
comes  with  its  share  of  benefits  and  challenges. 


In  1995  the  Elnora  Hospital  closed  its  doors.  In  1998 
the  Elnora  Primary  Health  Care  Project  was  established 
as  part  of  a broader  Healthy  Communities  Initiative, 
which  involved  five  sites  in  the  David  Thompson  Health 
Authority.  Located  in  the  former  hospital  location,  the 
Elnora  Primary  Health  Care  Project  incorporated  the 
role  of  a Nurse  Practitioner  in  the  creation  of  a rural 
Health  Centre. 


This  project  intended  to  provide  Elnora  residents 
with  affordable,  accessible,  effective  and  acceptable 
primary  health  care  services.The  rural  Health  Centre 
was  created  as  a model  that  combined  primary  health 
care  and  community  development  principles. 


What  We  Saw 

The  team  of  health  care  providers  co-located 
at  the  Centre  included  physicians,  a Nurse 
Practitioner,  and  a pharmacist,  with  the  majority 
of  the  team  already  at  the  Centre  prior  to  the 
project.  Heath  Centre  users  defined  the  role  of 
the  Nurse  Practitioner.  While  the  Nurse  Practitioner 
role  and  collaboration  of  physicians  was  important 
in  encouraging  team  cohesion,  physicians  were  not 
well  integrated  with  the  rest  of  the  team. 


Structures  such  as  the  Healthy  Communities 
Initiative  Subcommittee  were  established  to 
facilitate  project  development.  However,  the  extent 
of  community  involvement  in  implementation  was 
uncertain.  As  well,  the  community  facilitator  was 
uncomfortable  conveying  community  views  to 
project  staff.  Over  the  course  of  the  project,  there 
was  a decreasing  sense  of  community  support, 
shared  leadership,  and  consensus  decision  making. 

The  Nurse  Practitioner  was  involved  in  providing 
three  additional  services  to  the  Health  Centre, 
including  ambulatory  care,  emergency  response 
management,  and  injury  prevention.  Internal 
evaluation  results  indicated  the  overall  awareness 
and  utilization  of  services  offered  at  the  Centre 
increased  over  the  course  of  the  project. 

What  We  Learned 

• Time  and  infrastructure  are  needed  to  develop 
integrated  primary  health  care  services  (as 
opposed  to  coordinated  or  co-located  services). 

• Professional  regulations  need  to  be  changed  to 
allow  nurse  practitioners  to  practice  more  readily 
in  a variety  of  settings  with  a variety  of  health 
care  providers. 

• Supporting  communities  are  often  concerned 
about  the  sustainability  of  this  type  of  evaluation 
project.  Communities  may  feel  that  once  funding 
for  the  evaluation  period  is  gone  they  will  lose 
services  they  fought  hard  to  gain. 

• Client  satisfaction  with  services  in  smaller  centres 
such  as  this  may  relate  very  much  to  the  practice 
and  personal  attributes  of  individuals  delivering 
services,  specifically  those  of  the  Nurse  Practitioner. 
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ENHANCING  PRIMARY  CARE  OF 
PALLIATIVE  CANCER  PATIENTS  PROJECT 


Calgary  Regional  Health  Authority 


Elaine:  “It  (home  care)  sure  beats  running 
to  the  hospital  and  sitting  in  Emergency  for  hours. 
Weve  been  in  this  house  37 years.  Home  care 
is  better.  I can  see  family  and  stay  home 7 


CANCER  PATIENT  ELAINE  SIKSTROMS,  69,  (LEFT)  AT  HOME 
WITH  NURSE  SANDRA  OVIATT 


Caring  for  palliative  cancer  patients  involves  integrating  the  efforts  of  a variety  of  health  care  and  home  care 
providers,  family  members  and  patients.  Developing  and  sharing  information  plays  a vital  role  in  enhancing  primary 
care  of  palliative  cancer  patients,  which  was  the  goal  of  this  demonstration  project. 

This  project  involved  four  initiatives: 

1 . Create  and  evaluate  a Quality  Improvement  Process  from  which  specific  projects  aimed  at  enhancing  palliative 
care  for  cancer  patients  would  be  developed 

2.  Assess  the  informational  needs  of  family  physicians,  community  care  coordinators,  oncologists,  patients  and  families, 
and  create  a brochure  on  CRHA’s  palliative  care  services 

3.  Create  a clinical  practice  guideline  for  palliative  sedation 

4.  Develop  a template  for  standardized  communication  between  primary  health  care  providers,  then  assess  its  benefits 


What  We  Saw 

This  pilot  project  saw  satisfying  results  through 
most  initiatives.  For  instance,  a multi-disciplinary 
leadership  team  consisting  of  members  of  each 
initiative  was  appropriate  to  implement  the  Quality 
Improvement  Process.  Priority  information  needs 
for  oncologists,  family  physicians,  and  home  care 
coordinators  were  identified  and  successfully 
communicated  through  a standardized  template. 

As  well,  the  communication  initiative  benefited 
many  palliative  care  providers  by  identifying  the 
expectations  of  care  providers,  patients  and  families. 

However,  although  an  educational  brochure  was 
created  and  distributed  to  a large  number  and 
variety  of  caregivers,  only  26.5  per  cent  of  patients 
and  families  received  brochures. 

Assessment  of  the  clinical  practice  guideline  on 
palliative  sedation  found  high  rates  of  inappropriate 
sedation,  both  at  pre-test  and  post-test  periods. 

This  indicates  the  need  for  continued  dissemination 
of  the  guideline,  as  well  as  the  development  of  a 
further  clinical  practice  guideline  on  delirium. 
Significant  change  in  family  and  team  members’ 
involvement  in  care  decisions  was  reported. 


What  We  Learned 

• Circulating  information  through  brochures 
is  only  marginally  useful.  To  reach  patients 
and  their  families  with  information  about 
palliative  care,  more  innovative  and  creative 
presentation  formats  of  resource  directories 
and  dissemination  strategies  are  required. 

• To  support  inter-disciplinary  involvement, 

and  to  involve  all  stakeholders  (including  patients) 
in  palliative  care,  participative  processes  and 
structures  must  be  in  place.  It  is  necessary  to  share 
perceptions  about  patients’  and  providers’  needs 
for  information,  training  and  education. 

• Standardized  information  and  communication 
tools  are  critical  to  support  multi-disciplinary 
involvement  in  providing  primary  health  care 
services.  They  are  beneficial  for  both  palliative 
and  non-palliative  environments. 

• There  is  a need  for  clinically  integrated, 
real-time  information  to  be  made  available 
simultaneously  to  home  care,  family  practitioners, 
and  oncologists. 
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Calgary  Regional  Health  Authority 


EVALUATION  OF  A PRIMARY  HEALTH  CARE  CLINIC  ACCORDING 
TO  THE  PRIMARY  HEALTH  CARE  PARAMETERS  OF  FIRST  CONTACT 
LONGITUDINALITY,  COMPREHENSIVENESS  AND  COORDINATION 


What  measurements  are  in  place  to  ensure 
that  community-based  family  practice  clinics  deliver 
quality  primary  health  care?  What  measurements 
still  need  to  be  established?  Researching  and  creating 
such  a process  was  the  challenge  taken  on  by  this 
pilot  project. 

UCMC-Sunridge  is  a community-based,  family  practice 
teaching  clinic. The  clinic  provides  patient  care  while 
also  serving  as  a training  site  for  family  medicine 
residents. The  primary  goals  of  this  pilot  project  were 
to  establish  an  evaluation  process  for  UCMC-Sunridge, 
and  then  disseminate  the  evaluation  process  to  other 
primary  care  clinics. 


What  We  Saw 

Conducting  quality  assessments  requires  accurate 
and  timely  data  that  can  be  converted  into  useful 
information,  as  well  as  the  analytical  capacity  to 
compile  that  information.  Guidelines  and  standards 
of  excellence  are  necessary  to  establish  priorities 
for  improvement. 

Upon  reviewing  existing  literature,  the  project 
discovered  that  there  was  no  cost  information 
on  family  practice  clinics  available. 

What  We  Learned 

• Through  a variety  of  consultations,  focus  groups 
and  workshops  with  community  members, 
patients,  physicians  and  nurses,  a series  of 
indicators  have  been  identified. 

• Indicators,  as  well  as  accompanying  tools 
and  a manual,  are  now  available  for  evaluating 
family  practice  clinics  in  the  areas  of  access, 
quality  and  integration. 

• A manual  suitable  for  use  by  other  primary  care 
clinics  has  been  produced.  The  manual  can  assist 
other  clinics  in  implementing  an  information 
technology  evaluation  system. 
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HEALTH  FOR  ALL  PROJECT  - 
METIS  SETTLEMENT  PROJECT 


Settlement  Member:  “Having  her 
(Settlement  Nurse)  there  is  a reminder 
to  he  proactive  with  my  health.  ” 


Building  a relationship  of  trust  and  understanding  is  an  important  part  of  delivering  quality  primary  health  care. 
The  Health  For  All  Project  brought  Metis  community  members  together  with  health  care  providers  to  address 
health  needs. 


This  project  added  a Settlement  Nurse  to  four  Metis  Settlements  in  the  Lakeland  Regional  Health  Authority. 

The  intent  was  to  involve  Metis  community  members  in  identifying  health  needs  and  priorities,  then  develop 
strategies  to  address  those  priorities. The  project  also  worked  to  assist  the  integration  of  Settlements  with  other 
parts  of  the  health  system  and  other  stakeholders.The  goal  was  to  enhance  public  health  and  home  care  services 
on  the  four  Metis  settlements. 


What  We  Saw 

Over  the  course  of  the  project,  the  foundation  was 
laid  to  continue  working  together  to  address  health 
needs.  The  primary  result  of  the  project  was  the 
trusting  relationship  built  between  the  Settlements 
and  the  regional  health  authority. 

For  instance,  the  Settlement  Nurse  and  Public 
Health  Nurse  developed  a new  way  of  coordinating 
their  services  on  the  Settlements.  As  well,  the 
Aboriginal  Liaison  Worker  helped  the  Settlement 
Nurses  understand  the  culture  and  personalities 
of  the  Settlement.  And  some  of  the  community 
members  indicated  that  the  Settlement  Nurse 
had  assisted  them  in  taking  action  to  improve 
their  health. 


What  We  Learned 

• While  health  professionals  may  see  no  changes 
in  community  knowledge  as  a result  of  health 
promotion  efforts,  community  members  may  see 
other  benefits.  In  this  case,  the  community  found 
that  the  Settlement  Nurse  improved  access  to 
health  care  in  many  ways.  Health  as  an  issue  was 
brought  to  the  forefront,  and  this  improved  the 
health  status  of  some  individuals. 

• Before  regional  authorities  can  begin  to  advance 
the  goals  of  primary  health  care  in  Aboriginal 
communities,  they  must  first  build  relationships 
and  trust  with  community  members. 

• Primary  health  care  programs  represent 
opportunities  for  regions  and  communities  to 
share  perspectives,  build  relationships,  and  learn 
about  each  other. 

• While  Settlement  Nurses  appear  to  increase 
access  to  health  services  on  Metis  Settlements,  as 
representatives  of  the  region,  they  must  first  build 
relationships  and  trust  with  community  residents. 

• Communities  need  to  be  involved  in  the  selection 
of  their  primary  health  care  workers. 


i 


I I 


i 


• f: 


EVALUATION  OF  THE  HEALTHY 
OKOTOKS  PROJECT 


Headwaters  Health  Authority 


Lori:  “ This  project  helped  to  highlight  the  significant 
amount  of  time  and  human  resources  that  go  into 
community-based  projects  but  the  final  result  is 
always  worth  it.” 


LOR)  ANDERSON,  COMMUNITY  HEALTH  SERVICE  LEADER, 
BLACK  DIAMOND/OKOTOKS 


How  can  a community  ensure  that  health  care  projects  undertaken  in  their  area  reflect  the  needs  of  its 
members?  Finding  the  answer  to  this  question  was  a goal  of  the  Headwaters  Health  Authority.  When  the 
authority  initiated  the  Healthy  Okotoks  Project,  community  members  were  able  to  add  their  own  perspectives 
in  addressing  local  concerns. 


The  Healthy  Communities  Project  was  established  in  1996,  and  the  Town  of  Okotoks  became  the  first  partner 
to  implement  it.  As  a result,  the  Healthy  Okotoks  Coalition  was  formed  with  the  intent  to  encourage  citizen 
involvement  and  promote  local  leadership  in  addressing  health  concerns. 


The  Healthy  Okotoks  Evaluation  project  aimed  to  develop  a set  of  outcomes  and  process  measurement  tools, 
then  use  the  tools  to  identify  barriers  to  successful  implementation  and  effectiveness. The  findings  were  used  to 
improve  processes  and  outcomes,  and  a framework  for  evaluating  the  future  of  Healthy  Communities  projects 
was  developed. 


What  We  Saw 

The  Healthy  Okotoks  Coalition  was  driven  by  a 
shared  vision  of  a healthy  community.  It  developed 
workable  functions  to  address  and  achieve  this 
vision.  Activities  in  the  community  were  initiated 
by  personal  interest  or  by  what  the  group  believed 
to  be  of  public  interest. 

The  Coalition  implemented  24  community  changes 
that  they  believe  improve  the  community’s  access 
to  healthy  living  opportunities.  Changes  included 
a community  garden  and  increased  awareness  of 
Fetal  Alcohol  Syndrome.  However,  members  felt 
that  the  Coalition  was  unable  to  extend  itself  into 
the  community  to  the  degree  necessary  to  be 
representative  of  community  health  needs, 
particularly  of  marginalized  groups. 

A conceptual  framework  describing  the  Coalition 
building  process  has  been  developed.  A framework 
to  track  activity  has  also  been  developed,  and  can 
also  be  used  for  evaluation  purposes. 

Serving  as  one  of  three  pilot  sites,  the  Healthy 
Okotoks  Coalition  project  participated  in  an 
undertaking  to  assess  the  cost-effectiveness  and 
sustainability  of  project  activities. 


What  We  Learned 

• Communities  can  develop  programs 
congruent  with  the  values  of  health  promotion, 
empowerment,  and  community  development  if 
they  are  supported  by  local  government,  and  can 
remain  self-directed. 

• Community-based  primary  health  initiatives 
may  still  not  reach  all  members  of  a community. 
Thought  needs  to  be  given  to  ways  of  including 
perspectives  of  marginalized  groups  in  such 
grassroots  initiatives. 
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LAKELAND  INTEGRATED  COMMUNITY- 
BASED  PALLIATIVE  CARE  PHC  PROJECT 


Lakeland  Regional  Health  Authority 


Family  Member  of  Palliative  Patient: 
“She  wanted  to  be  pain  free  and  at  home. 
And  the  Palliative  Care  Program  helped  her 
achieve  that  goal. " 


How  can  the  quality  of  community-based 
palliative  care  services  be  improved  in  rural  Alberta? 
This  two  phase  development  and  evaluation  project 
found  that  collaboration  played  a key  role  in  the 
project’s  success. 


The  Lakeland  Integrated  Community-Based  Palliative 
Care  PHC  project  included  a multi-disciplinary  team 
of  care  professionals  that  provided  consultation  advice 
to  other  physicians  and  nurses  in  the  community 
of  Bonnyville.The  first  stage  of  the  project  involved 
developing  a model  of  integrated  delivery.  In  stage 
two,  the  model  was  piloted  and  evaluated. 


symptom  management,  narcotic  rotation  and 
sedation  of  terminally  ill.  Physicians  also  reported 
increased  understanding  of  the  role  of  Home  Care 
Nurses.  As  well,  Home  Care  Nurses  reported  expanded 
knowledge  about  palliative  care.  They  noted 
improved  access  to  palliative  care  services  by  patients 
and  families,  including  increased  involvement 
of  and  communication  among  all  groups  involved 
in  providing  palliative  care  (e.g.,  social  worker, 
physical/occupational  therapist). 

While  bereavement  care  is  an  essential  component 
of  holistic  palliative  care  service,  the  pilot  project 
highlighted  the  lack  of  such  care  in  the  region. 


The  project  intended  to  improve  access  to  a broad 
range  of  palliative  care  services  in  the  Lakeland 
Regional  Health  Authority.  Its  goals  were  to  improve 
the  quality  of  care  of  palliative  patients,  and  to  develop 
an  integrated  regional  system  for  the  management 
of  palliative  patients. 


What  We  Saw 

As  a result  of  the  project,  a number  of  products 
and  processes  were  developed,  including: 

• a central  intake  registry 

• a regional  referral  system 

• a policies  and  procedures  manual 

• assessment  tools 

• a palliative  care/acute  care  plan 

• Communication  Passport 
(outlining  treatment  plans) 

The  success  of  this  program  was  demonstrated 
by  the  high  levels  of  family  and  caregiver 
satisfaction.  Physicians  felt  that  they  provided 
better  quality  care  through  improved  pain  and 


What  We  Learned 

• This  pilot  project  proved  to  be  an  innovative 

and  successful  model  of  community-based  palliative 
care  service  delivery,  and  is  available  for  application 
in  rural  and  possibly  other  environments.  Expertise 
and  information  were  shared  by  the  palliative  care 
team,  across  provider  groups,  families  and  caregivers, 
and  community  volunteers.  This  capacity  building 
approach  was  key  to  the  project’s  success. 

• The  social  worker  is  an  important  part  of  the 
palliative  care  team. 

• Communication  protocols  need  to  be  developed 
to  support  multi-disciplinary  delivery  of  palliative 
care  services. 

• The  success  of  community-based  primary  health 
care  programs  will  encourage  participants  to  expand 
their  professional  networks  and  look  for  other 
innovative  approaches  to  improving  service. 

• Having  champions  of  the  project  at  senior 
administrative  levels  and  at  nursing  and  community 
levels  is  key  to  supporting  changed  practice. 
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PRIMARY  HEALTH  CARE  COLLECTIVES  PROJECT 


Faculty  of  Pharmacy  & Pharmaceutical  Sciences, 
University  of  Alberta 


Collectives  Practitioner:  “We  have  a real  life 
example  of  improving  care  in  the  community 
in  a team  environment... not  for  every  patient 
or  provider,  but  pretty  good  evidence  for  its  success 
in  the  health  system.  The  fact  that  the  participants 
are  trying  to  think  of  ways  to  continue  on  an 
ongoing  basis  and  are  willing  to  jump  over  more 
hurdles... obviously,  they  want  it!” 


What  We  Saw 

Throughout  this  project,  all  of  the  Collectives 
reported  that  the  health  status  of  patients 
was  maintained  from  baseline  to  follow-up 
(3  to  6 months).  As  well,  patients  enjoyed  access 
to  home  care  services  previously  not  available 
to  them  because  of  ineligibility. 

What  We  Learned 

• For  purposes  of  generalization,  the  study  should 
include  a larger  sample  size  (approximately  300) 
and  be  extended  over  a period  of  four  years. 
Inclusion  of  a control  group  would  provide 
a means  of  comparison. 


Can  a team-based  approach  to  primary  health  care 
improve  medication  regimens  for  patients?  What  effect 
would  this  approach  have  on  their  caregivers?  In  this 
research  project,  innovative  primary  health  care 
collectives  were  created  and  implemented  to  learn 
the  effects  of  this  collaborative  approach. 


The  Primary  Health  Care  Collectives  Project  involved 
putting  together  six  small  teams  consisting  of  a family 
physician,  community  pharmacist  and  home  care  case 
manager.  Each  group  developed  and  agreed  upon 
their  specific  roles,  established  lines  of  communication, 
and  worked  together  in  a team-based  approach. 


The  intent  of  the  project  was  to  improve  medication 
appropriateness  and  patient/client  compliance  with 
prescribed  medication  regimens,  and  to  improve 
medication  management  in  the  community. 


• If  health  care  professionals  are  to  engage  in 
collaborative  team  care  for  patients  with  complex 
health  needs,  sufficient  financial  resources  need 
to  be  provided.  A re-examination  of  alternative 
payment  plans,  including  a fee-for-comprehensive 
care  time  may  be  required. 

• The  payment  structure  should  include  “cognitive 
services”  for  pharmacists  involved  in  care  teams. 

• Team  building  exercises  should  come  before 
clinical  responsibility. 

• This  study  indicated  a possible  role  expansion 
for  home  care  case  managers.  Case  managers 
were  well  suited  to  assist  in  identifying  and 
addressing  issues  in  medication  management, 
monitoring  and  follow-up. 

• With  proper  safeguards  for  patient  confidentiality, 
computerized  databases  can  be  used  with  other 
collaborative  practice  teams  and  with  other  parts 
of  the  health  system. 
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EVALUATION  OF  USEFULNESS 
OF  TELEHEALTH  IN  PROVIDING  PHC  SERVICES 
IN  REMOTE  COMMUNITIES 


Keeweetinok  Lakes  Regional  Health  Authority 


CHUCK  SMIT,  CO-ORDINATOR  FOR  THE  TELUS  TELEHEALTH 
AND  SIMULATION  CENTRE  AT  THE  ROYAL  ALEXANDRA  HOSPITAL 


Chuck:  “Its  really  catching  on  in  remote  areas  like  the  Northwest  Territories , where  people  are  used 
to  being  told  to  go  to  Edmonton  every  time  they  go  to  the  doctor.  This  way  we  can  bring  the  specialist 
to  them  and  they  dont  have  to  leave  home.  Ids  getting  bigger  and  bigger.  Its  real  exciting  to  see!” 


There  are  many  challenges  in  providing  quality 
primary  health  care  to  remote  communities. 
When  this  demonstration  project  evaluated  the 
effectiveness  of  Telehealth  it  uncovered  benefits... 
and  some  more  challenges. 


“Telehealth”  refers  to  the  use  of  satellite  technology 
to  deliver  health  services  in  remote  areas,  and  has  been 
used  in  the  Keeweetinok  Lakes  Regional  Health 
Authority  since  1 995. The  benefits  of  telehealth 
in  remote  communities  include: 

• Providing  quality  services 

• Increasing  access  to  services 

• Facilitating  public  participation  in  planning 

• Reducing  personal  and  health  authority 
staff  expenditures 


This  project  evaluated  the  effectiveness  of  efforts  to 
provide  enhanced  primary  health  care  services  through 
Telehealth  to  three  northern  remote  communities  in 
the  Keeweetinok  Lakes  Regional  Health  Authority. The 
results  of  the  evaluation  will  assist  in  improving  and 
expanding  telehealth  services  across  Canada. 


What  We  Saw 

Many  technical  and  organizational  problems 
impeded  this  project.  Key  informants,  however, 
still  felt  that  telehealth  technology  is  potentially 
useful  in  delivering  health  services  to  the  remote 
communities  in  this  study. 

What  We  Learned 

• Telehealth  initiatives  require  longer 
than  18  months  to  become  established. 

As  such,  telehealth  should  be  more  developed 
and  stable  before  being  implemented  in 
northern  communities. 

• This  project  was  a rich  example  of  the  barriers 
that  may  be  encountered,  including  technical 
issues  with  the  telehealth  equipment  and  satellite 
technology,  staffing  resources  and  role  definition, 
and  training  issues. 

• Telehealth  cannot  be  “layered  on”  an  existing 
health  care  system  without  first  carefully  planning 
how  telehealth  service  delivery  will  be  integrated 
with  other  more  traditional  forms  of  delivery. 

• Overall,  though,  telehealth  still  has  the  potential 
to  increase  access  to  health  services  in  northern 
communities. 
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EVALUATION  OF  URBAN  PATIENTS’  CHOICE 
OF  AN  EMERGENCY  DEPARTMENT  AS  THEIR 
FIRST  CONTACT  WITH  PHC  SERVICES  PROJECT 


Wendy:  ‘ ‘ This  was  a pinnacle  of  achievement. 


We  were  very  thrilled  with  the  results.  We  collected 


data  that  had  never  been  collected  before.  ” 


DR. WENDY  TINK,  FAMILY  PHYSICIAN  AND  PRINCIPLE  INVESTIGATOR 
FOR  THE  PROJECT 


Who  are  the  people  who  use  the  Emergency 
Department  for  primary  health  care  services?  Why 
do  they  choose  to  go  to  the  Emergency  Department 
rather  than  a family  physician  or  walk-in  clinic?  These 
were  questions  put  forth  by  this  research/evaluation 
project  in  the  Calgary  Regional  Health  Authority. 

Conducted  at  the  Peter  Lougheed  Centre,  this  project 
intended  to  develop  a transferable  tool  to  measure 
patient  perceptions  about  the  accessibility  of  primary 
health  care.The  project  created  a profile  of  patients 
who  used  Emergency  Departments  for  primary  care, 
and  identified  barriers  in  using  alternative  services. 


What  We  Saw 

A tool  is  under  development  which  will  be 
transferable.  A demographic  profile  of  the  patient 
population  was  also  prepared.  One  unexpected 
outcome  of  the  project  was  the  “Wal-Mart  Greeter” 
effect  the  project  had  on  Emergency  Department 
patients. 

The  project  found  that  most  patients  at  the 
Emergency  Department  were  not  high  users 
of  it  for  primary  health  care.  In  fact,  a significant 
number  of  patients  attempted  to  contact  another 
health  professional  or  non-professional  before  going 
to  the  Emergency  Department.  More  than  twice 
as  many  patients  with  more  serious  conditions 
attempted  to  contact  their  family  physician  before 
visiting  the  Emergency  Department  than  patients 
with  less  serious  conditions. 

Most  patients  chose  to  visit  the  Emergency 
Department  over  other  options  due  to  a sense 
of  worry  and  urgency. 

What  We  Learned 

• Users  typically  access  Emergency  Departments 
for  what  they  think  are  urgent  reasons. 

They  usually  consult  their  family  practitioner 
or  another  health  care  provider  first,  implying 
that  most  patients  access  Emergency 
Departments  appropriately. 

• Multicultural  groups  whose  mother  tongue 

is  not  English  are  more  likely  to  use  Emergency 
Departments  for  non-urgent  situations.  This  may 
point  to  a need  for  primary  health  care  services 
targeting  these  groups  (i.e.,  to  promote  use  of 
community  services  instead  of  Emergency 
Departments). 
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EVALUATION  OF  THE  EDMONTON  CENTRE  FOR 
SURVIVORS  OF  TORTURE  AND  TRAUMA  (ECSTT) 


- 


The  Edmonton  Centre  for  Survivors  of  Torture  and  Trauma 
and  the  Mennonite  Centre  for  Newcomers 


Tatjana:  “For  those  kids  who  cant  express  their  needs , 
it  was  a key  element.  This  is  the  first  time  we  tried 
something  with  a concrete  goal,  and  this  worked, !” 

TATJANA  ALVADJ  KORENIC,  EARLY  INTERVENTION  ASSISTANT, 
EDMONTON  MENNONITE  CENTRE  FOR  NEWCOMERS  TALKS 
ABOUT  HOW  ART  THERAPY  HELPED  A GROUP  OF  YOUNG 
CAMBODIAN  CHILDREN  EXPRESS  THEIR  EMOTIONS 
REGARDING  THE  TORTURE  AND  TRAUMA  THEY  WITNESSED 
IN  THEIR  HOMELAND 


The  trauma  of  living  in  a country  torn  apart  by  violence  can  take  high  emotional  and  physical  tolls.  How  can 
primary  health  care  provide  support  to  the  people  and  families  who  flee  these  countries?  This  pilot  project  is  a 
retrospective  evaluation  of  the  Edmonton  Centre  for  Survivors  of  Torture  and  Trauma  (ECSTT).  The  results  will  help 
measure  the  success  of  future  activities. 

Established  in  1994,  the  ECSTT  offers  specialized  services,  supports  and  programming  to  refugee  and  immigrant 
survivors  of  torture  and  trauma. 

This  evaluation  project  assessed  the  Community  Strengthening  Program,  which  involved  an  Early  Intervention 
Program  for  youth  (primarily  Cambodian,  Somalian,  and  Bosnian  immigrant  and  refugee  children),  and  a Somali 
Women’s  Support  Program. There  was  also  an  internal  assessment  of  the  community-based  mental  health  services 
provided  on-site  by  a clinical  psychologist. 


What  We  Saw 

Overall,  clients  were  satisfied  with  both 
components  of  the  Community  Strengthening 
Program.  Clients  particularly  liked  the  social 
support  offered  to  them  through  the  Early 
Intervention  Program  and  the  Somali  Women’s 
Support  Program.  Social  support  is  recognized 
as  an  important  determinant  of  health. 

Results  of  the  internal  evaluation  of  the  clinical 
program  indicated  the  clients  experienced  improved 
physical  and  mental  well-being. 


What  We  Learned 

• Formative  evaluations  of  programs  and  services 
provided  to  immigrants  are  necessary  to  ensure 
that  programs  are  meeting  the  needs  of  clients. 
Furthermore,  programs  and  services  should 
ensure  that  linkages  to  other  service  providers 
are  in  place. 

• With  counselors  on-site,  ECSTT  offered  increased 
access  to  mental  health  services  for  refugees, 
immigrants,  and  other  multicultural  groups. 
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“The positive  results  that  have  unfolded  over 
the  last  year  at  all  levels  have  been  a result  of  the 
commitments  to  build  relationships , work  through 
issues , and  create  a service  which  is  respectful > 
empowering,  and  meaningful  to  families.  ” 

TERRA  ASSOCIATION,  COMMUNITY  PARTNER  IN  DELIVERY 
OF  THE  HEALTHY  FAMILIES  PROGRAM 


Healthy  families  are  the  cornerstone  of  a healthy 
community.  Ensuring  that  parents  attained  the  skills  to 
give  their  children  a healthy  start  in  life  was  a goal  of 
the  Capital  Health  Region’s  Healthy  Families  Project. 

This  demonstration  project  was  an  intensive  home 
visitation  program  that  provided  long-term  services 
to  families  with  their  first  child. Targetted  families 
included  those  at  higher  risk  for  poor  outcomes 
for  their  children.  Modeled  after  the  Healthy  Families 
America  Program,  the  project  was  delivered  through 
a partnership  of  CHRA  and  three  community-based 
agencies  in  Edmonton. 

The  basis  for  the  Healthy  Families  Project  was  to: 

1 . Increase  parents’  knowledge  and  use  of  community 
supports 

2.  Help  parents  improve  their  personal  development 

3.  Contribute  to  the  child’s  healthy  growth  and 
development 

4.  Promote  the  development  of  positive  parent/child 
interactions 


What  We  Saw 

Staff,  stakeholders  and  almost  all  families  involved 
in  the  Program  expressed  a high  level  of  satisfaction 
with  the  services  provided.  One  organization 
reported  fewer  pre-term  and  low  birth  weight 
babies  among  mothers.  As  well,  breast-feeding 
rates  were  reported  between  59  and  80  per  cent. 
Immunizations  were  up  to  date  for  89  to  90  per 
cent  of  babies.  80  per  cent  of  children  were  within 
normal  range  for  development,  and  70  per  cent  of 
families  were  also  within  the  normal  range  of 
development. 

Over  the  course  of  the  Program,  parent  knowledge 
of  child  development  increased.  During  the 
mother’s  time  of  involvement  with  the  Program, 
there  was  a decrease  in  the  number  of  Healthy 
Families  infants  visiting  the  Emergency 
Department.  And  four  mothers  had  previously 
apprehended  children  returned  to  their  care 
as  a direct  result  of  the  support  and  parenting 
knowledge  gained  through  this  Program. 

Program  staff  reported  a great  deal  of  support 
from  community  agencies,  as  well  as  benefit  from 
training  offered  through  the  Program.  The  majority 
of  parents  surveyed  reported  that  their  relationship 
with  their  child  is  better  because  of  the  presence 
of  the  Family  Visitor  in  their  lives. 

What  We  Learned 

• The  Program  has  the  potential  to  positively 
impact  the  health  of  families  over  the  long  term. 
However,  variations  to  the  Healthy  Families 
America  Program  are  necessary  to  fit  local 
contexts. 

• The  collaborative  partnership  approach  in 
developing  the  Program  helped  to  ensure  an 
integrated  support  system  for  families  enrolled 
in  it. 


• Integrating  the  Program  into  existing 
community-based  services  and  agencies  allows 
families  to  access  a wide  variety  of  social  and 
support  services,  as  well  as  health-related  services. 
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HEALTHY  FAMILIES  PROJECT  - WESTVIEW 


WestView  Regional  Health  Authority 


THE  DIFFERENCE  THE  PROGRAM  HAS  MADE  IN  IMPROVING 
PARENTING  SKILLS  IS  EVIDENT  IN  THE  FOLLOWING  QUOTE: 

Mother  in  the  Healthy  Families  Program: 

“/  would  have  lost  my  son  that  day  if  it  hadn't  been 
for  Healthy  Families.  I don't  know  of  anything  else 
that  is  remotely  like  it  anywhere  else.  ” 


How  can  health  care  providers  ensure  the  children  in  our  communities  are  being  well-looked  after  and  healthy? 

This  was  the  challenge  taken  on  by  the  WestView  Healthy  Families  Program,  which  found  that  providing  social  support 
was  an  important  step  in  developing  healthy  families. 

Modeled  after  the  Healthy  Families  America  Program,  this  project  enlisted  public  health  nurses  to  assess  and  regularly 
visit  families  having  their  first  child,  and  deemed  to  be  at  risk  for  developing  health-related  problems. 

This  project  intended  to  promote  positive  parent-child  interaction  and  ensure  holistic  healthy  child  development. 

It  also  aimed  to  support  parents’  abilities  to  identify  and  make  decisions  about  family,  social,  health,  and  personal 
needs  and  goals;  and  help  parents  develop  the  skills  and  confidence  to  manage  their  own  lives  and  households  while 
taking  care  of  their  child.  It  also  sought  to  increase  parents’  knowledge  and  competence  in  identifying  and  using 
community  support. 


What  We  Saw 

This  project  found  that  97  per  cent  of  children 
tested  were  within  the  normal  range  for  growth 
and  development,  and  within  the  normal  range 
for  cognitive,  motor,  social  and  cultural  skills. 

Overall,  90  per  cent  of  families  rated  the  Program 
as  “excellent”  or  “good”.  Family  Visitors  reported 
that  60  per  cent  of  families  used  positive  parenting 
strategies  on  a regular  basis.  86  per  cent  of  parents 
were  able  to  name  at  least  one  community  agency 
that  they  could  go  to  for  support.  And  at  least 
83  per  cent  of  all  parents  had  contacted  at  least  one 
other  agency  besides  the  Healthy  Families  Program. 
Overall,  9 1 per  cent  of  clients  thought  the  Program 
had  helped  them  become  more  confident  in  making 
community  contacts. 

Program  staff  received  intensive  training, 
enhancing  the  quality  of  service  of  the  Program. 

A train-the-trainers  approach  was  used  to  minimize 
cost  and  build  internal  capacity. 


What  We  Learned 

• The  Program  demonstrated  the  importance 
of  social  support  as  a determinant  of  health. 

Aju  essential  part  of  the  Program  was  building 
rapport  between  the  family  and  the  Family 
Visitor,  as  this  helped  provide  a link  between 
the  family  and  community  support  agencies. 

• The  WestView  Healthy  Families  Program 
was  located  within  the  Public  Health  Nursing 
program.  This  provided  continuity  between 
the  Program  and  other  programs  offered  by  the 
Health  Unit  that  were  relevant  to  new  mothers. 
The  Public  Health  Nurses  provided  ongoing 
support  to  Family  Visitors,  which  was  an  added 
benefit,  especially  in  relation  to  healthy  growth 
and  development. 

• Follow-up  interviews  revealed  that  72  per  cent 
of  families  who  refused  the  Program  could  not 
recall  its  general  purpose.  This  implies  that  social 
marketing  may  improve  access  to  the  Program. 
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KEEWEETINOK  LAKES  REGIONAL  HEALTH 
AUTHORITY  IMMUNIZATION  PROJECT 


Keeweetinok  Lakes  Regional  Health  Authority 
o 


From  the  Project  Team  Report: 

“37  per  cent  of  the  under-immunized  group 
made  a change  in  their  immunization  status 
following  intervention  one  — Permission  to 
Contact  Letter  ” 


Why  do  some  primary  caregivers  fail  to  get  their  children  immunized?  Can  defining  the  characteristics  of  the 
under-immunized  play  a role  in  increasing  immunization  rates?  These  are  questions  that  were  answered  by  this 
immunization  demonstration  project. 


Keeweetinok  Lakes  Regional  Health  Authority  is  a geographically  large,  sparsely  populated  and  culturally  diverse  region 
challenged  by  low  immunization  rates.The  goal  of  this  project  was  to  increase  immunization  through  a Refusal  strategy. 


This  project  evaluated  current  immunization  standards  and  interventions  of  a population  at  high  risk  for  communicable 
diseases.  Participants  were  invited  to  either  sign  a refusal  form  or  make  an  appointment  for  immunization. The  project 
identified  characteristics  of  the  target  population,  and  the  barriers  to  immunization  they  faced. 


What  We  Saw 

Primary  caregivers  of  the  under-immunized 
were  typically  single,  Aboriginal,  younger  in  age, 
and  had  lower  levels  of  education  and  income. 
Those  who  did  not  maintain  the  immunization 
of  their  children  had  less  knowledge  about 
immunization  and  less  awareness  of  their  child’s 
immunization  schedule.  Clinic  inaccessibility  was 
the  highest  predictor  among  barriers  of  under- 
immunization. Other  significant  barriers  included 
transportation  problems  and  lack  of  childcare. 

Following  the  first  intervention  (Permission 
to  Contact  Letter),  37  per  cent  of  the  under- 
immunized group  made  a change  in  their 
immunization  status.  An  additional  26  per  cent 
made  a change  after  the  telephone  interview. 
Offering  written  refusal  to  immunize  did  not 
appear  to  be  an  effective  strategy  for  dealing  with 
under-immunization  in  this  region. 


What  We  Learned 

• Clients  labeled  as  “under-immunized”  have 
defining  characteristics  that  can  be  used  to  predict 
the  likelihood  of  certain  primary  caregiver  groups 
to  not  immunize  their  children  according  to 
recommended  schedules,  or  at  all. 

• Communication  seems  to  influence  caregivers 
to  use  immunization  services.  The  merit  of 
personal  contact  with  clients  in  this  target 
population,  either  by  telephone  or  face-to-face, 
cannot  be  over-emphasized. 

• Reminder  systems  can  be  effective  in  increasing 
immunization  rates,  as  can  continued  focus  on 
improved  accessibility  to  clinics,  childcare  and 
transportation. 
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MISERICORDIA  HEALTH-LIFESTYLE 
IMPROVEMENT  EDUCATION  CENTRE  PROJECT 


What  We  Saw 

Upon  completion  of  the  program,  both  treatment 
and  control  group  clients  showed  decreased  serum 
cholesterol  and  increased  frequency  of  physical 
activity.  43  per  cent  of  participants  in  the  treatment 
group  and  35  per  cent  in  the  control  group  achieved 
their  target  LDL  cholesterol  (Low  Density 
Lipoprotein).  Most  participants  reported  increased 
knowledge  about  exercise,  while  treatment  group 
clients  demonstrated  some  improved  dietary  habits. 

Participants  said  that  support  from  others  in 
the  course,  and  from  family  and  friends,  was  very 
important  in  maintaining  the  motivation  to 
continue  altering  their  lifestyles  to  reduce 
cholesterol.  Family  physicians  reported  they  had 
not  changed  the  way  they  treat  patients  with 
elevated  cholesterol,  but  were  supportive  of  the 
program.  Physicians  said  they  would  continue 
to  refer  patients  in  the  future  if  the  program  were 
to  continue. 


DR.  GARRY  WHEELER  (RIGHT),  CHOLESTEROL  REDUCTION 
PROGRAM  LEAD  AND  DIETICIAN  BENED1KTE  WANEK  (LEFT) 
LED  THE  CHOLESTEROL  REDUCTION  PROGRAM  THROUGH 
THE  MISERICORDIA  HOSPITAL’S  HEALTH-LIFESTYLE 
IMPROVEMENT  CENTRE  IN  EDMONTON 


Garry:  “(This  program)  was  about  taking  care 
of  your  mind,  your  body  and  your  nutritional 
status.  We  got  very  good  feedback  and  our 
follow-up  suggested  that  the  participants  had 
got  the  message 


For  patients  seeking  additional  treatment  to  reduce 
lifestyle  risks,  there  can  be  alternatives  to  making 
more  trips  to  the  family  physician.The  Health-Lifestyle 
Improvement  Education  Centre,  a demonstration 
project  at  the  Misericordia  Hospital,  showed  good 
potential  as  an  option  for  patients  with  elevated 
cholesterol  levels. 

In  the  fall  of  1998,  a six-month  program  designed 
to  improve  diet  and  physical  activity  levels  was  offered 
to  individuals  whose  higher  cholesterol  levels  put  them 
at  moderate  to  high  risk  for  cardiovascular  disease. 

A goal  of  this  project  was  to  provide  Lifestyle  Risk 
Reduction  to  patients  without  incurring  cost  at 
a physician  fee-for-service  level.  It  evaluated  the 
effectiveness  of  this  approach  and  its  impact  on 
patients’  health. 


This  study  was  one  of  three  pilot  sites  selected 

for  a cost-effectiveness/sustainability  assessment. 

What  We  Learned 

• This  type  of  service  delivery  has  the  potential 

to  serve  as  a viable  option  for  clients  with  elevated 
cholesterol.  The  program’s  strict  requirements 
can  be  avoided  if  the  project  were  to  run  as 
a regular  program  instead  of  a research  study. 

• Response  to  the  media  release  about  the  program 
implied  that  access  to  programming  like  this 
education  course  may  be  in  higher  demand  than 
anticipated.  An  economic  evaluation  of  various 
alternatives  to  medication  is  required. 


\ 

I 
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NORTHEAST  COMMUNITY 
HEALTH  CENTRE 


Health  Leader:  “Evaluation  is  part  of  what 
we  do  here  now.  ” 


THE  MULTIDISCIPLINARY  TEAM  AT  EDMONTON’S  NORTHEAST 
HEALTH  CENTRE  (CLOCKWISE  FROM  FRONT): 

DENTAL  ASSISTANT  SINDE  BHOGAL,  ADDICTIONS  COUNSELLOR 
ALLAN  AUBRY,  FAMILY  MEDICINE  RESIDENT  DR.  NADINE  LETWIN, 
REGISTERED  NURSE  DANIEL  MARCHAND,  REGISTERED  NURSE 
PAULINE  FIX  AND  CHILD  ADOLESCENT  HEALTH  CLERK  ALICE  CHOW 


How  does  one  community  health  centre  best  meet 
the  unique  and  diverse  primary  health  care  needs 
of  its  many  community  members?  The  Northeast 
Community  Health  Centre  (NECHC)  in  Edmonton 
received  funding  for  both  a demonstration  and  an 
evaluation  project  that  intended  to  find  the  answer. 

Established  in  1999,  the  NECHC  provides  services 
and  promotes  partnerships  so  that  northeast 
Edmonton  residents  can  access  publicly  funded 
health  services  in  their  own  community. 

The  demonstration  aspect  of  the  project  involved 
meeting  primary  health  care  needs  with  a primary 
health  services  team,  in  conjunction  with  an  “enhanced 
service  team”  made  up  of  a: 

- dietician 

- child  mental  health  therapist 

- social  worker 

- mental  health  therapist 

- occupational  therapist 

- multicultural  health  broker 

- addictions  counsellor 


The  three  part  evaluation  process  included  a history 
of  the  development  of  the  Centre;  a formative 
evaluation  that  assessed  access,  change  in  practice, 
integration  and  satisfaction;  and  an  independent 
summative  evaluation. 


What  We  Saw 

A focus  on  integration  was  a fundamental  element 
of  this  evaluation  and  demonstration  project, 
and  of  the  NECHC  overall.  Several  processes 
were  instituted  to  promote  integration,  including 
a common  client  record,  centre-wide  initiatives, 
comprehensive  orientation,  and  staff  leadership 
meetings. 

Changing  from  a traditional  medical-based  model 
to  a primary  health  care  service  delivery  model 
was  another  key  focus  of  the  project.  Providers 
experienced  a change  in  practice  over  the  course 
of  the  project. 

Both  clients  and  health  care  providers  reported 
a high  degree  of  satisfaction  with  services 
at  the  Centre.  And  as  the  project’s  evaluation 
process  evolved,  it  became  central  to  operations 
at  the  Centre. 

What  We  Learned 

• This  project  illustrated  the  value  of  formative 
evaluation,  particularly  for  a new  organization. 

• The  project  also  demonstrated  the  successful 
process  of  health  care  professionals  learning 
to  work  together  in  new  and  innovative  ways. 
This  provides  a learning  opportunity  for  others 
interested  in  similar  initiatives. 
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A PROGRAM  EVALUATION  OF  DIABETES 
CENTRES  IN  THE  CAPITAL  HEALTH  REGION 


Capital  Health  Authority 


' 


What  We  Saw 

All  seven  centres  offered  programs  of  varying 
lengths  (from  one  to  four  days),  and  one  offered 
an  evening  program.  Clients  reported  wait  times 
ranging  from  a few  days  to  five  years.  18  per  cent 
of  clients  saw  another  doctor  about  their  diabetes 
while  waiting  to  attend  an  education  program. 


Diabetes  is  a serious  health  problem  with  both 
short-term  and  long-term  implications  for  our  society. 
How  well  are  Albertans  being  served  by  existing 
diabetes  centres?  How  can  services  be  improved? 
These  are  just  some  of  the  questions  this  evaluation 
project  sought  answers  for. 

Seven  diabetes  centres  in  the  Capital  Health  Authority 
were  evaluated  in  this  project.  Five  questions  provided 
the  basis  for  the  evaluation: 

1.  What  range  of  services  is  provided  by  diabetes 
centres  in  the  Capital  Health  Region? 

2.  What  population  does  each  centre  serve? 

3.  What  problems  do  clients  or  potential  clients 
perceive  as  barriers  to  accessing  outpatient 
diabetes  service? 

4.  How  satisfied  are  clients  with  services  they 
receive  while  attending  a diabetes  centre? 

5.  Are  programs  successful  in  teaching  clients 
information  about  diabetes? 


The  proportion  of  clients  who  visited  Capital 
Health  centres  from  other  health  regions  ranged 
from  1 3 per  cent  to  8 1 per  cent.  Non-Edmonton 
residents  indicated  they  would  prefer  closer  access 
to  their  homes.  Offering  a mobile  clinic  for  rural 
patients  is  one  potential  example.  Both  clients  and 
providers  reported  that  reducing  the  cost  or  offering 
programs  at  no  cost  would  also  make  attending  a 
program  easier  for  clients. 

After  attending  a diabetes  education  program, 
clients  reported  changes  to  their  health  and 
their  knowledge  about  diabetes.  Clients  not 
taking  insulin  showed  an  increase  in  knowledge 
which  may  help  them  manage  their  condition. 

As  well,  the  percentage  of  clients  who  indicated 
that  their  blood  sugar  remained  out  of  control 
after  the  program  decreased  from  64  to  22  per  cent. 
90  per  cent  of  clients  and  93  per  cent  of  their 
partners  were  satisfied  with  the  program. 

What  We  Learned 

• The  content  and  delivery  of  educational  programs 
for  individuals  requiring  insulin  needs  to  be 
reviewed.  A more  comprehensive  program  might 
be  considered  for  those  with  no  previous 
education,  while  those  with  a good  knowledge 
base  could  attend  a shorter  program. 

• Program  fees  and  other  costs,  including 
transportation,  parking  and  childcare, 
were  a barrier  to  access  for  many  clients. 

Some  respondents  felt  that  diabetes  education 
programs  should  be  publicly  funded. 
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Magda:  '‘Very  innovative.  The  cross  referrals  were 
amazing.  In  many  cases,  we  were  able  to  catch 
kids  well  before  kindergarten  and  that  often  gave 
us  a full  two  years  of  therapy.  A lot  of  problems 
that  would  develop  later  in  life  were  prevented.  ” 


RURAL  PRIMARY  HEALTH  CARE 
SYSTEM  PILOT  PROJECT 


SPEECH  LANGUAGE  PATHOLOGIST,  MAGDA  MARAIS, 

A MEMBER  OF  THE  RURAL  MOBILE  TEAM  THAT  BROUGHT 
A NUMBER  OF  HEALTH  PROFESSIONALS  INTO  THE  HEART 
OF  RURAL  ALBERTA 


For  many  rural  communities,  accessing  primary 
health  care  services  means  driving  to  the  nearest 
major  centre  to  visit  the  family  physician.  In  this  pilot 
project,  four  rural  communities  enjoyed  having  health 
care  services  brought  to  them. 


Two  multi-disciplinary  primary  health  care  teams, 
consisting  of  a physician,  nurse  and  allied  health 
professionals,  delivered  services  to  four  rural 
communities  in  eastern,  western  and  southern 
parts  of  Regional  Health  Authority  #5. 


This  demonstration  project  was  implemented 
to  improve  access  to  primary  health  care  services 
to  under-serviced  rural  communities.  In  addition, 
it  aimed  to  improve  community  members’  perceptions 
of  the  quality  of  primary  health  care  services  in  their 
respective  communities,  and  decrease  the  number  of 
individuals  and  families  seeking  services  outside  their 
region.  Developing  appropriate  linkages  and  referrals 
with  agencies  was  another  goal. 


What  We  Saw 

Members  of  the  mobile  teams  reported  strong 
and  positive  relationships  between  staff  on  the 
teams  and  community  members.  There  was  a solid 
sense  of  harmony  among  professional  providers. 

In  turn,  community  members  consistently  rated 
satisfaction  with  services  received  as  “very  satisfied” 
or  “extremely  satisfied”. 

Treatment  communities  in  the  study  were  aware  of 
the  new  mobile  health  services  and  did  not  confuse 
them  with  other  health  or  health-related  services. 

As  well,  treatment  communities  reported  a 
significant  increase  in  complying  with  prescribed 
medication  regimens  and  flu  shots.  The  control 
community  did  not. 

Fewer  people  left  their  region  to  access  family 
physicians’  services  after  the  introduction  of  mobile 
teams,  although  more  people  left  for  specialist 
services.  All  four  communities  reported  an  increase 
in  the  use  of  the  Internet  as  a means  to  locate 
health-related  information. 


What  We  Learned 

This  study  raises  the  viability  and  worth  of 
providing  distributed  primary  health  care  services 
in  rural  areas. 
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SHARED  MENTAL  HEALTH  CARE 
IN  PRIMARY  CARE  PRACTICE  PROJECT 


How  can  a health  authority  improve  patient  access 
to  mental  health  services?  In  a word:  integration. 

This  demonstration  project  examined  how  mental 
health  services  might  be  better  delivered  within 
the  physician’s  practice  and  office. 

In  1998  a shared  mental  health  model  was  created 
to  provide  family  physicians  and  patients  with 
more  immediate  access  to  psychiatric  expertise. 

In  this  project,  physicians  were  supported  by  a 
multi-disciplinary  team  that  included  three  consulting 
psychiatrists,  three  mental  health  nurses,  a psychologist 
and  a mental  health  worker. 

The  intent  of  the  project  was  to  expand  the  family 
practitioner’s  capacity  to  recognize  and  treat  mental 
health  issues  in  patient  care,  and  to  improve 
communication  and  collaboration  between  family 
physicians  and  mental  health  professionals. 


Dr.  Philip  Eaton:  “Shared  Mental  Health  Care 
is  an  effective  way  of  improving  the  care  of 
patients  by  their  family  physicians.  Through  a 
collaborative  process  with  other  Mental  Health 
specialists , it  equips  family  physcians  with  the 
necessary  skills  and  support  to  provide  effective 
treatment  within  their  office  practices .” 


What  We  Saw 

The  participation  of  family  physicians  in  this 
project  contributed  to  their  increased  knowledge 
and  confidence  in  identifying  and  managing  mental 
health  issues  in  their  practice.  They  reported  more 
appropriate  referrals  to  outside  agencies,  improved 
diagnostic  capabilities,  and  more  time  spent 
counselling  patients.  Mental  health  clinicians 
indicated  that  physicians  shifted  from  being  solely 
“prescribes”  and  “fixers”  to  being  enablers  and 
facilitators.  Physicians  seemed  to  prescribe 
psychotropic  medication  more  appropriately. 

Patients  were  satisfied  with  services  received, 
and  commented  on  the  convenience  and  accessibility 
of  services,  as  well  as  the  absence  of  stigma  associated 
with  being  treated  in  a “mental  health”  office. 

Nearly  70  per  cent  of  the  patients  interviewed  felt 
they  had  shown  some  improvement.  Over  60  per 
cent  were  able  to  describe  their  symptom  or  illness 
from  a biopsychosocial  perspective. 

In  measuring  perceived  health  status,  the 
Anxiety/Panic  group  showed  the  highest 
level  of  post-treatment  function,  while  the 
poorest  functioning  was  the  Chronic 
Pain/Fibromyalgia/Migraine  group.  Patients’ 
perceptions  of  high  satisfaction  were  not  necessarily 
linked  to  their  perceptions  of  improved  health  status. 


What  We  Learned 

• The  project  demonstrated  the  successful 
integration  of  physicians,  mental  health  clinicians 
and  psychiatrists  in  a primary  care  setting. 

It  would  be  advantageous  to  formalize  the  mix 
of  professionals  through  training  programs  that 
included  opportunities  for  both  medical  and 
non-medical  health  professionals. 

• Depression  was  among  the  most  common 
presenting  problems,  indicating  a definite  need 
for  active  therapy  in  the  physicians’  practices. 

This  has  implications  for  the  definition  of 
“medically  necessary  services.”  For  example, 

the  inclusion  of  mental  health  counselling  may  be 
necessary  given  the  prevalence  of  depression  as  a 
presenting  problem  in  the  physician’s  office. 

• Negotiations  with  Alberta  Health  and  Wellness 
and  the  Alberta  Medical  Association  should  be 
maintained  to  ensure  that  family  physician 
consultation  time  be  included  in  the  physician 
fee  schedule.  At  present,  this  is  not  a billable 
procedure. 
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Implementing  change  can  be  a challenge  in  any  organization.  Bringing  change  to  an  organization  as  complex 
as  a Regional  Health  Authority  can  be  hindered  with  barriers,  but  rife  with  many  learning  opportunities. 

This  demonstration  project  focused  on  identifying  areas  of  fragmentation  and  duplication  within  the  Calgary 
Regional  Health  Authority  (CRHA).  A Total  Health  Process  model  was  used  to  examine  the  existing  system  from 
the  perspectives  of  populations,  providers,  and  services. 

The  goals  of  the  projects  were  to: 

1 . Increase  the  capacity  of  populations  to  manage  their  health 

2.  Align  populations  with  clear  provider  accountability,  responsibility  and  control 

3.  Provide  the  analysis  needed  to  reposition  services  and  practices  toward  primary  health  care 

4.  Provide  a framework  on  which  an  integrated  primary  health  care  system  can  be  structured 

5.  Address  issues  relating  to  the  implementation  of  a primary  health  care  system 

6.  Assist  in  developing  policies  required  to  sustain  a primary  health  care  system 


What  We  Saw 

A mapping  exercise  was  useful  in  providing 
a visual  representation  of  the  continuum  of 
services,  providers  and  population  within  the 
CRHA.  It  allowed  stakeholders  to  see  where 
the  gaps  in  service  occur.  As  well,  “game  theory” 
was  used  to  create  a model  of  a reorganized 
CRHA  health  care  system.  The  model  linked 
different  groupings  of  providers  and  services  to 
different  patient  groups  across  the  continuum 
of  care,  and  included  multi-disciplinary  teams 
for  service  delivery. 

While  some  analysis  of  the  new  model  was 
conducted  with  groups  at  three  sites,  the  model 
was  not  piloted.  A variety  of  barriers  prevented 
implementation,  including  a lack  of  communication 
and  difficulty  obtaining  population  health  data  to 
augment  a revised  service  delivery  system.  A lack 
of  time  also  prevented  full  implementation  of  the 
new  model. 


What  We  Learned 

Regional  Health  Authorities  are  complex 
organizations  involving  a diverse  range  of  stakeholders. 
Implementation  of  change  is  a complicated  process 
in  such  an  organization.  A clear  consensus  on  the  vision 
of  the  organization  is  essential,  as  well  as  clear  and 
consistent  organizational  leadership. 
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PRIMARY  HEALTH  SERVICES  INITIATIVE 


East  Central  Health  Authority 


COMMUNITY  PLANNING  MEETING  FOR  PRIMARY  HEALTH  SERVICES 


Integrating  primary  health  care  services  into  a 
community  can  raise  fears  that  health  care 
responsibilities  are  being  “dumped”  onto  the  shoulders 
of  that  community.  Overcoming  this  misconception  was 
one  of  the  challenges  of  this  demonstration  project. 

In  1999  the  East  Central  Health  Primary  Health 
Services  initiative  began  to  establish  integrated 
primary  health  services  in  four  rural  communities 
and  surrounding  areas  in  the  East  Central  Regional 
Health  Authority  (ECH). 

The  intent  of  this  initiative  was  to  partner  with 
communities  to  build  an  integrated  sustainable  primary 
health  care  system  in  these  four  rural  communities, 
and  eventually  across  the  region. 


! 


What  We  Saw 

Although  many  participants  initially  felt  that  the 
region  had  its  own  agenda  and  wanted  communities 
to  adopt  this  same  agenda,  during  the  second  phase 
respondents  indicated  that  the  region  had,  indeed, 
listened  to  the  communities.  Participants  were 
satisfied  that  each  community  would  approach 
the  initiative  in  its  own  way. 

By  phase  two  of  the  evaluation  there  was 
more  belief  in  the  capacity  to  develop  a more 
multi-disciplinary  approach  to  service  delivery. 
During  both  phases  of  the  evaluation,  most 
participants  felt  there  was  a strong  link  between 
the  Primary  Health  Services  initiative  and  the  ECH 
Business  Plan.  All  respondents  felt  partnerships  were 
a large  part  of  the  vision  of  the  project. 

What  We  Learned 

• The  need  to  have  physicians  involved  was  a 
continuing  concern.  Coordinators  expressed 
concern  that  the  region  needed  to  move  more 
quickly  to  integrate  physicians  into  the  Primary 
Health  Services  initiative,  for  fear  that  the 
initiative  would  instead  become  integrated  into 
the  medical  model  of  service  delivery. 

• This  initiative  illustrated  the  importance 
of  sharing  the  vision  of  the  project  with  the 
community.  It  demonstrated  the  importance 
of  building  relations  with  communities  and 
staff  on  health  issues. 
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Striking  the  balance  between  social  service  and  primary  health  care  can  be  a quest  for  inner  city  community 
health  centres.The  evaluation  of  the  Alexandra  Community  Health  Centre  helped  the  Centre  refocus  its  goals. 


For  26  years  the  Alexandra  Community  Health  Centre  has  been  serving  the  residents  of  Calgary’s  inner-city. 

The  Centre  operates  programs  in  three  areas:  clinical  services,  psychological  services,  and  community  development. 


This  evaluation  project  examined  the  Centre  as  a primary  health  care  organization  with  respect  to  four  dimensions, 
\ including  Client  Description,  Goals,  Process  and  Impact. 


What  We  Saw 

The  focus  of  the  Centre  has  changed  over  the  years 
and  is  no  longer  relevant  to  the  original  target 
population.  The  board  has  since  redefined  its 
target  population  and  refocused  service  delivery. 
Introducing  satellite  clinics  and  holding  clinics 
in  the  evenings  are  two  strategies  yet  to  be 
implemented.  The  strategies  will  then  need  to  be 
evaluated  to  ensure  they  meet  identified  needs. 

The  evaluation  provided  a number  of  tools  and 
revised  processes  that  will  enable  the  Centre  staff 
to  continue  monitoring  and  evaluating  both  clinical 
and  community  development  programs  in  the 
future.  For  example,  a “Health  Determinants 
Instrument”  was  developed,  and  tests  indicated 
that  it  may  prove  useful  to  the  Centre  and  other 
community  health  centres. 

Considerable  attention  was  given  to  the  way 
physicians  practice  (e.g.,  clients  commented 
favourably  upon  the  holistic  care  approach  from 
physicians).  Physicians  often  dealt  with  multiple 
issues  in  the  same  session,  and  provided  consultation 
over  the  phone.  By  the  end  of  this  project,  staff  had 
incorporated  a shadow  billing  methodology  into 
their  practice,  enabling  them  to  express  in  financial 
terms  the  amount  and  type  of  services  provided. 


What  We  Learned 

• By  helping  the  Centre  refocus  its  priorities  and 
services,  this  evaluation  should  help  it  maintain 
its  sustainability. 

• The  study  also  has  implications  for  determining 
alternative  approaches  to  physician  remuneration 
(e.g.,  development  and  use  of  shadow  billing 
codes). 
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STRENGTHENING  MULTI-DISCIPLINARY  PRIMARY 
HEALTH  CARE  TEAM  COORDINATION  OF  CHRONIC 
DISEASE  PREVENTION  AND  MANAGEMENT  PROJECT 


“To  reform  our  health  system,  we  must  develop 
effective  Primary  Health  Care  teams.” 


What  We  Saw 

As  intended,  team  care  plans  for  diabetes  and 
osteoarthritis  were  developed  and  implemented. 
Online  information  tools  exposed  the  roots  of 
disagreement  between  team  members,  thus 
allowing  them  to  find  ways  to  move  forward 
and  collaborate. 


PETER  HATCHER.  PROJECT  DIRECTOR 


How  successful  is  a multi-disciplinary  team  approach 
in  promoting  the  prevention  and  treatment  of  chronic 
diseases?  This  demonstration  project  found  that 
ongoing  support  and  strong  commitment  from  team 
members  are  essential  elements  in  achieving  goals. 


Community-based  health  care  practitioners  in  the 
Calgary  Regional  Health  Authority  were  brought 
together  in  a structured  approach  to  improve  the 
prevention  and  treatment  of  diabetes  and 
osteoarthritis. 


The  project  had  two  phases.  The  goals  of  phase 
one  were  to  form  multi-disciplinary  working  groups, 
empower  them  with  Internet-based  decision-support 
tools,  and  have  them  prepare  multi-disciplinary  care 
plans.  In  phase  two,  care  plans  were  implemented 
in  six  primary  health  practices. 


When  doing  the  work  of  consensus  building, 
members  preferred  face-to-face  group  sessions. 
Online  activities  complemented  but  could  not 
replace  the  workshop-based  activities. 

Many  newcomers  appeared  during  the  second 
phase  of  the  project.  This  compromised  some 
of  the  team  building  and  communications 
development  work  done  in  phase  one.  For  reasons 
of  reimbursement  or  other  workload-related  reasons, 
team  members  were  limited  in  the  time  they  could 
devote  to  phase  two.  This  prevented  their  full 
engagement  in  any  evidence- analysis  processes 
and  limited  the  scope  of  team  care  plans  that 
could  be  developed.  Various  strategies  should  be 
explored  to  encourage  health  professionals  in 
collaborative  planning  exercises  that  transform 
best  evidence  into  best  practice. 

What  We  Learned 

• Transforming  clinical  practice  guidelines  into 
practice  first  requires  translation  into  tasks. 

This  calls  for  the  active  participation  of  front-line 
practitioners. 

• Health  professionals  require  ongoing  support 
to  integrate  technology  into  their  practices. 

This  requires  a shift  in  attitudes  about  how 
information  fits  into  and  influences  practice. 


• Continuity  in  team  membership  is  critical 
to  successful  implementation  of  team  projects. 
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BROOKS  CARES  PROJECT 


Palliser  Health  Authority 


The  Brooks  Cares  Project  attempted  to  address 
the  health  needs  of  its  community  as  a result  of 
a rapidly  growing  population  due  to  expansion  of 
a local  meat  packing  plant.  A Participatory  Action 
Research  (PAR)  approach  was  used  to  help 
newcomers  and  established  citizens  to  identify 
issues,  gather  information,  develop  solutions, 
and  implement  plans  of  action. 

Participatory  Action  Research  training  sessions  were 
offered  to  about  50  newcomers  to  the  community. 
Key  issues  were  identified  such  as  the  high  cost  of 
living,  lack  of  convenient  and  affordable  public 
transportation,  and  childcare. 

Notwithstanding  the  fact  that  considerable 
learning  occurred  regarding  community  capacity 
and  readiness  for  such  a project,  this  project  was 
terminated  upon  mutual  agreement  of  Alberta 
Health  and  Wellness,  the  Palliser  Health  Authority, 
and  the  community  advisory  committee. 

The  remaining  funds  were  reallocated. 

What  We  Learned 

The  project  learned  that  PAR  training  seesions 
need  to  provide  opportunities  for  new  immigrants 
as  community  members  to  socialize,  speak  English, 
and  learn  about  their  community.  Newcomers  to 
the  community  need  to  clearly  understand  what 
the  PAR  process  is  and  what  is  expected  of  them. 

Project  team  members  believe  that  PAR  is  a strategy 
that  has  potential  to  build  the  skills  of  community 
members  to  identify  and  address  issues  related  to 
health  and  well-being.  However,  communities  must 
be  socially  and  politically  prepared  to  accept  the 
process,  which  may  take  three  to  five  years  to 
implement  successfully.  Advice  for  others  attempting 
to  use  a PAR  process  include: 

• Focusing  on  issues  that  are  real  issues  for 
community  members. 

• Preparing  community  members  by  clarifying 
project  goals  and  outcomes  before  starting 
the  process. 

• Developing  realistic  project  outcomes  and 
appropriate  signs  of  success  that  make  sense 
for  community  members. 
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PILOT/EVALUATION  PROJECTS 


Contacts 


8th  and  8th  Health  Centre 

Evaluation  Project 

Jeanne  Besner 

Development  Leader 

Primary  Health  Care 

Community  Health  Resources 

Calgary  Regional  Health  Authority 

P.O.  Box  4016,  Station  C 

The  Courtyard 

320  - 17  Avenue  SW 

Calgary,  AB  T2T  5T1 

Tel:  (403)  228-7403 

Fax:  (403)  244-3961 

Email:  jeanne.besner@crha-health.ab.ca 

Airdrie  Regional  Health  Centre 

Evaluation  Project 

Jeanne  Besner 

Development  Leader 

Primary  Health  Care 

Community  Health  Resources 

Calgary  Regional  Health  Authority 

P.O.  Box  4016,  Station  C 

The  Courtyard 

320  - 17  Avenue  SW 

Calgary,  AB  T2T  5T1 

Tel:  (403)  228-7403 

Fax:  (403)  244-3961 

Email:  jeanne.besner@crha-health.ab.ca 

C.O.P.E. -A  School  Based  Primary 

Care  Initiative 

Dr.  Margaret  Clarke 

Project  Director 

COPE  Project 

C/O  Calgary  Board  of  Education 
Parkdale  Centre 
728  - 32  Street  NW 
Calgary,  AB  T2N  2V9 

Mark  Reckord 
Program  Coordinator 
COPE  Project 

C/O  Calgary  Board  of  Education 

Parkdale  Centre 

728  - 32  Street  NW 

Calgary,  AB  T2N  2V9 

Tel:  (403)  777-7240  ext.  2222 

Fax:  (403)  777-8103 

Email:  01520735@3wcb.net 

CUPS:  Integrating  the  Services 

of  the  Nurse  Practitioner 

in  the  Inner  City  Project 

Lorraine  Melchior 

Executive  Director 

CUPS  Community  Health  Centre 

128-7  Avenue  SE 

Calgary,  AB  T2G  0H5 

Tel:  (403)  221-8782 

Fax:  (403)  221-8791 

Email:  cups.medical@home.com 


Elnora  Primary  Health  Care  Project 

Yvonne  Hoppins 

Coordinator 

Elnora  Community  Health  Centre 
David  Thompson  Health  Authority 
Box  659 

Elnora,  AB  TOM  0Y0 
Tel:  (403)  773-3636 
Fax:  (403)  773-3949 
Email:  yhoppins@dthr.ab.ca 

Enhancing  Primary  Care  of  Palliative 

Cancer  Patients  Project 

Dr.  Ted  Braun 

Medical  Leader 

Tel:  (403)  541-2116 

Fax:  (403)  541-2169 

Email:  tbraun@crha-health.ab.ca 

Pam  Brown 

Admin.  Leader 

Tel:  (403)  541-2117 

Fax:  (403)  541-2169 

Email:  pam.brown@crha-health.ab.ca 

Regional  Palliative  & Hospice 
Care  Service 

Calgary  Regional  Health  Authority 
Colonel  Belcher  Hospital 
1213  - 4 Street  SW 
Calgary,  AB  T2R  0X7 

Evaluation  of  a Primary  Health  Care 

Clinic  According  to  the  Primary  Health 

Care  Parameters  of  First  Contact, 

Longitudinally,  Comprehensiveness 

and  Coordination 

Dr.  June  S.  Bergman 

Regional  Clinical  Department  Head 

UCMC  North  Hill 

1707,  1632-  14  Avenue  NW 

Calgary,  AB  T2N  1M7 

Tel:  (403)  210-9230 

Fax:  (403)  210-9205 

Email : j une. bergman@crha-health. ab. ca 

Health  For  All  Project  - 

Metis  Settlement  Project 

Tracy  Cowden 

Manager  of  Health  Services 

Lakeland  Regional  Health  Authority 

Grand  Centre  Health  Unit 

4720  - 55  Street  Box  5244 

Cold  Lake,  AB  T9M  1V8 

Tel:  (780)  594-4404 

Fax:  (780)  594-2404 

Email:  tcowden@lrha.ab.ca 

Lorraine  Berube 

Public  Health  Services  Leader 

Lakeland  Regional  Health  Authority 

Bonnyville  Health  Unit 

4904  - 50  Avenue 

Bonnyville,  AB  T9N  2G4 

Tel:  (780)  826-3381 

Fax:  (780)  826-6470 

Email:  lberube@lrha.ab.ca 


Evaluation  of  the  Healthy 
Okotoks  Project 
Lori  Anderson 

Community  Health  Service  Leader 
Black  Diamond/Okotoks 
Headwaters  Health  Authority 
#4,  28-12  Avenue  SE 
High  River,  AB  T1V  1T2 
Tel:  (403)  933-8538 
Fax:  (403)  933-8540 
Email:  landerso@hha.ab.ca 

Lakeland  Integrated  Community-Based 
Palliative  Care  PHC  Project 
Chantal  Vallee 

Regional  Palliative  Care  Coordinator 
Lakeland  Regional  Health  Authority 
Bonnyville,  AB  T9N  2J7 
Tel:  (780)  812-3900 
Fax:  (780)  812-3904 
Email:  cvallee@lrha.ab.ca 

Harold  James 

Manager  of  Health  Services 
Lakeland  Regional  Health  Authority 
Lamont,  AB  T0B  2R0 
Tel:  (780)  895-2211 
Fax:  (780)  895-7305 
Email:  hjames@lrha.ab.ca 

Primary  Health  Care  Collectives  Project 

Karen  B.  Farris 

Principal  Investigator 

College  of  Pharmacy 

The  University  of  Iowa 

Iowa  City,  LA. 

52242 

Tel:  (319)  384-4516 
Fax:  (319)  353-5646 
Email:  kfarris@blue.weeg.uiowa.edu 

Evaluation  of  Usefulness 

ofTelehealth  in  Providing  PHC  Services 

in  Remote  Communities 

Muriel  Davidson 

Special  Projects  Coordinator 

Keeweetinok  Lakes 

Regional  Health  Authority 

309  - 6 Street  NE 

Slave  Lake,  AB  TOG  2A2 

Tel:  (780)  805-3534 

Fax:  (780)  849-6404 

Email:  mdavidson@klrha.ab.ca 

Evaluation  of  Urban  Patients’  Choice 

of  an  Emergency  Department  as  Their 

First  Contact  with  PHC  Services  Project 

Dr.  Wendy  L.  Tink 

Project  Manager 

UCMC  Sunridge 

3465  - 26  Avenue  NE 

Calgary,  AB  T1Y6L4 

Tel:  (403)  219-6134 

Fax:  (403)  219-6140 

Email:  wtink@home.com  3 I 
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Evaluation  of  the  Edmonton  Centre 
for  Survivors  of  Torture  and  Trauma 
(ECSTT) 

Susan  Patenaude 

Community  Services  Manager 

Mennonite  Centre  for  Newcomers 

The  Edmonton  Centre  for  Survivors 

of  Torture  and  Trauma 

#101,  10010  - 107A  Avenue 

Edmonton,  AB  T5H  4H8 

Tel:  (780)  423-9680 

Fax:  (403)  424-7736 

Email:  spatenaude@emcn.ab.ca 

Healthy  Families  Project  - 
Capital  Health  Region 
Katherine  Caine 
Regional  Manager 
Community  Health  Development 
Capital  Health  Authority 
Tel:  (780)  413-79 66 
Fax:  (780)  482-4203 
Email:  kcaine@cha.ab.ca 

Lorraine  Green 
Coordinator 
Health  for  Two 
Capital  Health  Authority 
Tel:  (780)  413-7972 
Fax:  (780)  482-4203 
Email:  lgreen@cha.ab.ca 

Suite  300,  10216-  124  Street 
Edmonton,  AB  T5N  4A3 

Healthy  Families  Project -WestView 
Diane  Pyne 
Project  Manager 

WestView  Regional  Health  Authority 

4716-5  Avenue 

Edson,  AB  T7E  1S8 

Tel:  (780)  712-6851 

Fax:  (780)  723-7787 

Email:  diane.pyne@westviewrha.ab.ca 

Jeanette  Frunchak 

Project  Coordinator 

Stony  Plain  Health  Unit 

4905  - 47  Avenue 

Stony  Plain,  AB  T7Z  1Z3 

Tel:  (780)  963-8012 

Fax:  (780)  963-7612 

Email:  jeanette.ffunchak@westviewrha.ab.ca 

Keeweetinok  Lakes  Regional  Health 
Authority  Immunization  Project 
Valerie  Beynon 
Keeweetinok  Lakes  Regional 
Health  Authority 
P.O.  Bag  #1 

High  Prairie,  AB  TOG  1E0 
Tel:  (780)  523-6457 
Fax:  (780)  523-6458 
Email:  vbeynon@klrha.ab.ca 


Misericordia  Health-Lifestyle 

Improvement  Education  Centre  Project 

Dr.  Allen  E.  Ausford 

Family  Physician 

1 80  Meadowlark  Health  Centre 

87  Avenue  & 156  Street 

Edmonton,  AB  T5R  5W9 

Tel:  (780)  484-7574 

Fax:  (780)  486-4142 

Email:  a.ausford@telusplanet.net 

Northeast  Community  Health  Centre 
Marion  Relf 
Site  Director 

Northeast  Community  Health  Centre 

Capital  Health  Authority 

14007  - 50  Street 

Edmonton,  AB  T5A  5E4 

Tel:  (780)  472-5106 

Fax:  (780)  472-5100 

Email:  mrelf@cha.ab.ca 

A Program  Evaluation  of  Diabetes 
Centres  in  the  Capital  Health  Region 
Caroline  Clark 
Senior  Officer 

Strategic  Planning  and  Development 
Capital  Health  Authority 
1J2  Walter  Mackenzie  Centre 
8440  - 1 12  Street 
Edmonton,  AB  T6G  2B7 
Tel:  (780)  407-3020 
Fax:  (780)  407-7161 
Email:  ceclark@cha.ab.ca 

Rural  Primary  Health  Care  System 

Pilot  Project 

Cheryl  Ferguson 

Health  Authority  #5 

Box  340 

Three  Hills,  AB  TOM  2A0 
Tel:  (403)  443-5355  ext.  3412 
Fax:  (403)  443-2207 
Email:  cferguson@ha5.ab.ca 

Shared  Mental  Health  Care 
in  Primary  Care  Practice  Project 
Philip  Eaton 

Calgary  Regional  Health  Authority 

Colonel  Belcher  Hospital 

1213  - 4 Street  SW 

Calgary,  AB  T2R  0X7 

Tel:  (403)  541-2138 

Fax:  (403)  541-2101 

Email:  philip.eaton@crha-health.ab.ca 


Repositioning  of  Services  Project 
Joan  McGregor 

Director,  Planning  & Service  Development 

Calgary  Regional  Health  Authority 

Centre  15,  5th  Floor 

1509  Centre  Street  South 

Calgary,  AB  T2G  2E6 

Tel:  (403)  303-6013 

Fax:  (403)  232-6157 

Email:  joan.mcgregor@crha-health.ab.ca 

Primary  Health  Services  Initiative 

Sharon  E.  Jeffares 

VP  Health  Services 

East  Central  Health  Authority 

4703  - 53  Street 

Camrose,  AB  T4V  1Y8 

Tel:  (780)  608-8806 

Fax:  (780)  672-5023 

Email:  sharonj@ecrha7.ab.ca 

Evaluation  of  the  Alexandra  Community 
Health  Centre 
Chris  MacFarlane 
Executive  Director 

Alexandra  Community  Health  Centre 

922  - 9 Avenue  SE 

Calgary,  AB  T2G  0S4 

Tel:  (403)  266-0072 

Fax:  (403)  266-2692 

Email:  cmacfarlane@the-alex.calgary.ab.ca 

Strengthening  Multi-disciplinary  Primary 
Health  Care  Team  Coordination  of  Chronic 
Disease  Prevention  and  Management  Project 
Peter  R.  Hatcher 
Associate  Professor 

Department  of  Public  Health  Services 

Faculty  of  Medicine  and  Oral  Health  Services 

University  of  Alberta 

13  - 103  Clinical  Sciences  Building 

Edmonton,  AB  T6G  2G3 

Tel:  (780)  492-6545 

Fax:  (780)  492-0364 

Email:  peter.hatcher@ualberta.ca 

Brooks  Cares  Project 
Leona  Ferguson 
Director  of  Health  Services 
Palliser  Health  Authority 
Brooks  Health  Centre 
440  - 3 Street  East 
Brooks,  AB  T1R  1B3 
Tel:  (403)  501-3262 
Fax:  (403)  362-6039 
Email:  lferguson@pha.ab.ca 
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